Postpartum depression usually begins from 3 to 14 days postpartum, but can develop anytime within the first year after delivery.
Symptoms of postpartum depression include:
• Social withdrawal 
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Screening for Postpartum Depression at Well-Child Visits P ostpartum depression (PPD) is the most common complication of childbirth with an estimated prevalence of 15-20% 1 .
PPD has devastating short-and long-term consequences for the mother, her partner, and her newborn. The most severe adverse outcomes of PPD include increased risk for marital discord and divorce, child abuse and neglect, and even maternal suicide or infanticide 2 . Children of depressed mothers are at increased risk for impaired mental and motor development, difficult temperament, poor self-regulation, low self-esteem, and behavior problems 3 . Easy-to-use, reliable, self-administered screening tools for PPD are available, as are effective therapeutic modalities. Nevertheless, PPD often goes unrecognized and therefore untreated. Pediatricians have a unique opportunity to screen for PPD since they see the mother/ infant dyad at least 7 times during the first year of life. By incorporating routine screening for PPD into these early well-child visits, pediatricians could help depressed women and their children by identifying and referring women for care.
Box 1. Diagnostic Criteria for Depression
For major depression, at least five of the following symptoms must be present for most of the day, nearly every day, for at least 2 weeks. At least one of the first two bolded symptoms must be present. 75%. Therefore, women with any previous episode of depression should be promptly referred for treatment. Another mental disorder that can occur in the perinatal period is postpartum psychosis. Unlike postpartum depression, postpartum psychosis is a relatively rare event with an estimated incidence of 1.1-4.0 cases per 1,000 deliveries 4 . The onset of postpartum psychosis is usually acute, within the first 2 weeks of delivery, and is more common in women with a strong family history of bipolar or schizoaffective disorder. It resembles a manic psychosis with agitation, irritability, depressed or elated mood, delusions, and disorganized behavior, and it carries a risk of infanticide and suicide, making it a psychiatric emergency. However, with immediate hospitalization and treatment with mood stabilizers, women with this disorder can do very well.
Although it is an important disorder in its own right, it will not be further addressed in this issue brief.
Why Does Depression Matter?
Without intervention, maternal depression can have life-long repercussions for the child, the mother, and their relationship. Here are ways that it may have a negative impact.
For Mother:
• Impaired care-taking of self and others 
Who is at risk for Postpartum Depression?
No woman is immune to the development of postpartum depression, but some new mothers are at increased risk 8 .
Medical or psychiatric risk factors:
• Family or personal history of mood disorders or other mental illness, history of depression, or depression or anxiety during pregnancy.
• Prior history of trauma or loss, especially loss of one's mother.
• Stressful life events-separation, divorce, job loss, move, etc.
• Unplanned and/or unwanted pregnancy.
• Difficult or high risk pregnancy.
• Birth trauma or complications.
• Multiple birth.
• History of infertility.
• Chronic medical disorder.
• Substance abuse.
• Perinatal loss: miscarriage, stillbirth, neonatal death, infant death.
• Baby in NICU.
• Baby with birth defect or disability.
• "Fussy baby" or baby with difficult temperament.
• Adopted baby.
Social risk factors:
• Poverty or financial hardship.
• Poor or inadequate social support.
• Relationship dissatisfaction and/or stress.
• Domestic violence.
• High levels of child care stress.
• Teen motherhood.
• Single motherhood.
• Immigrant status.
• Military service.
Why Pediatricians?
According to the American Academy of Pediatrics, 
Screening for Postpartum Depression
Studies exploring the feasibility of screening for maternal postpartum depression using a standardized tool [11] [12] [13] have found that the introduction of screening during well-child visits is well received, with few patients declining. Since the standardized tools are selfadministered, they can be completed by the mother while she is in the waiting room, and then scored by the nurse or medical assistant. Clinician time demands are modest, with most screenings requiring no additional discussion, 20-30% requiring brief discussions (less than 3 minutes), and only 4-5% requiring a longer discussion 13 . The two most widely used, validated screening tools are the Patient Health Questionnaire (PHQ-2 or PHQ-9) and the Edinburgh Postpartum Depression Scale (EPDS-10). 1 Both are available at no cost. 14, 15 The PHQ-2 asks about the two fundamental symptoms of depression, diminished mood and anhedonia, and requests simple yes/no responses. Most clinicians start by administering the PHQ-2 and if the respondent answers "yes" to either or both questions, the PHQ-9 is then administered. 16 The PHQ-9 has been validated for measuring depression severity and can be self-administered, administered telephonically, or read to the patient. In addition, it has been validated in African American, Chinese American, Latino, and non-Hispanic white patient groups and is available in English, Spanish, and Chinese. 
Is the Patient Unsafe to Self or Others?
Once you have determined that the mother is depressed, it is critical to assess suicidal tendencies.
14 Asking questions about suicide will NOT make a mother more or less suicidal than she already is. In fact, the opportunity to discuss her suicidal thoughts is often Many patients will not answer #4 directly or will add, "But I'd never do it." Give them positive feedback (e.g., "I'm glad to hear that") but do not drop the subject until she has told you the specific methods considered (e.g., gun, medication overdose, motor vehicle accident).
It is important for each healthcare office or clinic 
Educating and Engaging the Depressed Mother
Successful • You did nothing to cause this. This is not your fault.
• Help is available. The sooner you get treatment, the better.
• Recovery is the rule, not the exception.
• Treatment is effective for most patients. The aim of treatment is complete remission, not just getting better, but staying well.
Referring the Depressed Mother for Treatment
Pediatricians can refer the depressed mother to her primary care provider, or directly to a mental health specialist, for initiation of treatment, depending on the mother's preference. Ideally, the pediatrician has a social worker co-located at his office or clinic. Alternatively, the pediatrician has a working relationship with a mental health professional (MSW, MFT, PsyD, PhD, psychiatrist) in the community to whom patients can be easily referred.
However, if the pediatrician needs to find a therapist for a depressed mother in Los Angeles County, he can call 2-1-1 and/or Postpartum Support International (PSI) at 1-800-944-4PPD (www.postpartum.net).
To the greatest extent possible, it is important for there to be a "warm hand-off" whereby the primary care provider directly introduces the client to the mental health provider. The reason for this is both to establish an initial face-to-face contact between the client and the mental health counselor and to confer on the counselor the trust and rapport the client has developed with the provider.
Many clinicians report that this face-to-face introduction helps ensure that the counseling appointment will be kept. Nevertheless, support and education in the primary care setting, i.e., the pediatrician's office, are critical and contribute to the likelihood of good follow-through on treatment.
The impact of the mother's depression on her older children and family as a whole should also be taken into consideration when making referrals. For example, if the mother's depression has been chronic, older children might need a comprehensive mental health evaluation and/or referral for early intervention.
Patient Self-Management
All depressed women need psychosocial support and should be encouraged to identify family members and friends with whom they can talk. If none can be identified, it is important to refer them to a postpartum support group. 20 Activity scheduling is a straightforward behavioral intervention in which patients are taught to increase their daily involvement in pleasant activities and to increase their positive interactions with their environment 21 . Physical activity, at a dose consistent with public health recommendations (i.e., 30 minutes of moderate-intensity aerobic exercise, 3 to 5 days a week, for otherwise healthy adults), can also be helpful in easing the symptoms of major depression. It is important to also take into account cultural beliefs and the availability of resources such as transportation, finances/insurance, and child care when making the decision to treat with medication and/or psychotherapy.
Treatment Options
Results from a systematic review 22 showed clinical benefits when racial and ethnic minority women were allowed to choose their treatment and provided with support and outreach services.
Psychotherapy for depression includes individual, family, dyadic (mother and infant), and group therapy.
Cognitive-behavioral therapy, interpersonal therapy, shortterm psychodynamic psychotherapy, and problem-solving treatment all have documented efficacy. However, just because a mother receives treatment for her PPD does not mean her infant will experience improved outcomes.
Unhealthy dyadic relationship patterns, established during the earlier stages of the postpartum depression, may continue. 23 These are patterns that the infant participated in as a way of coping with or "normalizing" interaction with a depressed caretaker. Thus, many experts recommend infant-mother psychotherapy. 24 Effectiveness of antidepressant medications is generally comparable between, and within, classes of medications. However, there are distinct differences in side-effects caused by the classes of medications and individual agents. 14, 24, 26 Moreover, when treating postpartum women, it is important to consider whether the medication is safe for breast-feeding or pregnant women. 27 Nortriptyline, paroxetine, and sertraline are the preferred choices in breastfeeding women 14 . For a complete list of medications, please see www.otispregnancy.org.
When antidepressant therapy is likely to be prescribed, the following key educational messages should be highlighted:
• Side effects from medication often precede therapeutic benefit and typically recede over time.
• Successful treatment often involves dosage adjustments and/or trial of a different medication at some point, to maximize response and minimize side effects.
• Most people need to be on medication at least 6-12 months after adequate alleviation of symptoms.
• Patients may show improvement within 2 weeks but need a longer period of time to really see response and remission.
• Continue to take the medication as prescribed even after you feel better. Premature discontinuation of antidepressant treatment has been associated with a 77% increase in the risk of relapse/recurrence of symptoms.
• Do not stop taking the medication without first calling your provider. Side effects can often be managed by changes in the dosage or dosage schedule.
• Most importantly, instruct the mother and her adult family members to be alert for the emergence of agitation, irritability, and other symptoms. The emergence of suicidality and worsening depression should be closely monitored and reported immediately to her health care provider or 9-1-1.
Establish Follow-Up Plan
Proactive follow-up contacts (in person, by telephone) significantly lower depression severity 28 . The addition of a care manager can help the busy pediatrician make sure the mother has followed through on his referrals.
Legal and Ethical Considerations
One barrier to screening for PPD has been pediatricians' legal and ethical concerns over screening parents during a pediatric visit, for a condition that can have serious negative effects on the infant. 
